seen in one of many sections. Having been surprised repeatedly by remnants of BCC in what was considered, at first blush, to be a BLK, we re-examined in many step sections 100 lesions diagnosed as BLK from the trunk of patients that had been submitted under the clinical diagnosis of BCC.
The purpose of this study was (1) to assess the frequency of remnants of BCC in lesions interpreted as BLK and (2) to look for histopathologic clues that may indicate a hidden BCC and may prompt deeper sections to be performed.
Materials and methods
We re-evaluated 100 consecutive biopsy specimens from 
Results
Upon review of the original slides, no aggregations of BCC could be detected in any case. In deeper sections, superficial aggregations of BCC appeared in five specimens (5%, Figures 1 and 2) . In two lesions, step sections revealed remnants of a melanocytic nevus. The latter cases were excluded from the study. Hence, histopathologic criteria were assessed for five lesions of superficial BCC with a lichenoid infiltrate and 93 lesions of BLK.
When the original slides of those lesions were compared, the features most indicative of BCC were crusts (40% BCC vs. 3% BLK), mounts of parakeratosis (0% BCC vs. 27% BLK), and vacuolar changes at the dermoepidermal junction (60% BCC vs. 94% BLK). Vacuolar changes were not only more common but also more pronounced in BLK. Likewise, melanophages tended to be more common in BLKs (67%), being present in a moderate or marked degree in about onethird of the cases. They were absent three of the five cases of BCC and pronounced in only one of them. Weak basal hyperpigmentation was seen in two cases of BCC. It was slightly more common in lesions of BLKs but was classified as moderate in only 5% of those cases. As a clue to a preshaped zones of hyperkeratosis, orthokeratosis, vacuolar changes at the dermo-epidermal junction, individual necrotic keratocytes, and a superficial lichenoid infiltrate of lymphocytes often accompanied by melanophages. Clinically, lichen planus is not a consideration in patients with a solitary lesion.
Among histopathologic features that may distinguish BLK from lichen planus, but that are often missing, are foci of parakeratosis, areas with a diminished granular zone, marked solar elastosis, occasional plasma cells and eosinophils in the infiltrate, and remnants of solar lentigo or reticulated seborrheic keratosis at the edge of the lesion [3] .
Although the histopathologic features of BLK are well established, the degree of those changes varies substantially between early and late stages, and minimal histopathologic criteria required for diagnosis of BLK have never been specified. As a consequence, that diagnosis is often rendered in solar lentigines and seborrheic keratoses with only subtle lichenoid changes at the junction and a sparse infiltrate of lymphocytes. This being the case, and considering the nonspecific nature of BLK, it is not surprising that data concerning the clinical presentation vary. Lesions are said to be mostly solitary, but sometimes multiple; the areas of predilection are said to be arms and upper trunk, but also the face; and both, men and women, have been said to be affected more commonly [1] [2] [3] [4] . The individual lesion has been described as a "sharply demarcated, erythematous, violaceous, tan or brown papule or plaque" measuring between 0.3 and 2 mm in diameter [4] . Although "the surface is often scaly" [4] , lesions are often misdiagnosed clinically as basal-cell carcinoma (BCC).
According to Ackerman et al., "lichen planus-like keratosis usually presents itself as a small papule on the chest or upper part of an arm of a middle-aged person, usually a man. Often it is misinterpreted clinically as a basal-cell carcinoma." [1] Because that constellation of findings is very common, the diagnosis of BLK is often rendered in knee-jerk fashion when confronted with a superficial lichenoid dermatitis from the trunk submitted as BCC. However, lichenoid dermatitis is a non-specific tissue reaction that may be encountered in a wide range of lesions, from disorders of immunity to infectious diseases and from melanocytic nevi and melanomas to benign and malignant epithelial neoplasms, the purpose presumably being to wipe out an antigenic stimulus. Because that purpose is at least partially fulfilled, it is not surprising that the triggering stimulus may no longer be detectable in a biopsy specimen. In solitary lesions from the "chest or upper part of an arm of a middle-aged person" interpreted clinically as a basal-cell carcinoma and presenting as a lichenoid dermatitis, the triggering stimulus is usually a seborrheic keratosis, but may also be a BCC.
In other words, clinicians are not always wrong. Sometimes a tiny islet of BCC is left in a lesion that, in all other respects, is typical of BLK, and sometimes that islet is only 
Discussion
Benign lichenoid keratosis (BLK) was first described indepen- Step sections revealed remnants of a superficial BCC at the edge of the specimen. of solar lentigo to the violaceous plaque of BLK, followed by complete disappearance of the lesion, have been documented in several studies [15] [16] [17] . In molecular studies, many BLKs have been found to harbor mutations commonly found in solar lentigines and seborrheic keratoses [18] . Other authors confirmed Mehregan's observations. Although remnants of a solar lentigo or reticulated seborrheic keratosis are not always detectable, they are found often and may serve as a clue to the diagnosis [11] . Absence of such remnants has prompted some authors, to this date, to interpret BLK as a distinct entity unrelated to solar lentigines and seborrheic keratoses [12, 13] . However, in a lesion undergoing regression, failure to detect remnants of it must be expected. In clinical studies, BLK has been found to show "a rather consistent association with senile lentigines." [14] Moreover, stages in the evolution of the pigmented macule 
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study, 2 of 100 lesions diagnosed originally as BLK revealed remnants of a melanocytic nevus in deeper sections. This is consonant with data from the literature. In a study of 336
BLKs in which deeper sections were obtained, two lesions proved to be regressing melanocytic nevi [20] . In an even larger study comprising more than 1000 cases originally diagnosed as BLK, 14 melanocytic nevi and 6 melanomas were identified [21] . In the original sections, the melanocytic pro- 
